MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF .DEATH -63—0069»? 2

.‘__)_DEPARTMENT oF P HEALTH AND WELFARE

£ F usLlc : T . : L /p 2 1489 STATE FILE NUMBER
DO NOT WRITE DED Registral tri imary Registration District No. e T Reglstrar's No.
ON THIS STUB

1. PLACE OF DEATH - 2. USUAL RESIDENCE [Where deceased lived. If institition: Residence before
8. COUNTY I ] n s STATEMiss o'ur-f. COUNTY Jack |S0nNn sdmission)
b. Cé‘l;( (1f cutside corporate limits, give TOWNSHIP anly) Length of stay in 1b e, CITY Inaide Limits

©OW  Ransas City 3% yrs.|| oW Kansas City e N D

e. FULL NAME OF {If NOT in hospital, give location) Llrmde Limits d, .STREET [if cutside, give location) Reside on Farm

Vs 300
Rev. 4/59

1
HOSPITA| ADDRESS

2321886 '"S"TUT'C’NJackson County Hospital'=& %O 5235 Kast 6th St. YeaO NoX

3 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print) OF
Stella Augusta gaffley CEATR  March 2, 1963
5 SEX 6. COLOR OR RACE 7. Married [] Naver Married [J l;[ DATE CE BIRTH | 9- AGE (laat birthday) I:n., Ul’:lhDER IDYEAR IF UNDER 24 HR
Female Whi te Widowed X pvoeed D May 27,1883 79 it D Bl
10a. USUAL OCCUFATION (Give kind of work dona | 10b. KIND OF BUSINESS O INDUSTRY| 1. BIRTHPLACE (City and state or counfry) | 12. CITIZEN OF WHAT couN'nzY

RO U R Pfer wven # retired) Home Kansas City, Kan, | UsA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE.

John D, Horstman Matilda Momberg J.T.Saffley

15: WE BEEEA_SE_D EVER_!'I! [VE-N ARME?‘FORC‘ES? 6. SOCIAL SECURITY NO. |17, INFORMANT Address
(Yes, n:h%Thwn) {If yes, give war or dates ot servi E‘ F . Horstlﬁbj—l; Ka?nsa—s— fcifty; -Mo .

DATE AMENDED

18. CAUSE OF DEATH (Enter only one couse per lina “ INTERVAL BETWEEN
PART_ 1. DEATH WAS CAUSED BY: - B ONSET AND DEATH
L - -
IMMEDIATE CAUSE {a) - 3

Conditions, if my,] DUE TO (b}

DOCUMENT

which gave rise to
above cause ‘[a),
stating the und

lying cause {ast

DUE TO (<}

PART 1l. OTHER SIGNIFICANT CONDITIONS 'CONTRIBUTING TO DEATH but not related to -the terminal PART M. If deceased was fomals was
disesse condition given in PART 1 (2} - there a pregnancy in last 90 days.

I[]Yal] DNo]DUnknuwn

19. WAS AUTOPSY | 20a. AC_CE)ENT SUICD!DE HOMEIJCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)

PERFORMED
YES[1 NO

20c. TIME OF Hour Month, Day, Yesr

INJURY a.m.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (&.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, street, office bldg., etc.) - ) .
NOT WHILE AT WORK [J

Ty rorded the decassed from 9-16-58 o B=2-63 o tast sove Prative on___ D=L =63

Death occurred ot 4 :15 "Pm on the dare stated above, and’to the best of my knowledge, from the ssuses stated,

eares or ile] 2 i, — fan—.,%m
-- G.Hopll. yr0.0.3/%
23b. DATE 23c NAME OF CEMET_ERY OR 23d. LOCATION (City, town, or county) Tate]
Cao

Mar.,5,1963 i=uMt, Mo

24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG.

Langsford Funeral Home 5 S+ €3
Lee's Summit, Mo. tw " on Reverse Side)
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USE BLACK INK -
OR
TYPEWRITER RIBBON

MEDICAL CERTIFICATION *

SHOULD READ
F, Mc Galla

dJ,

BY AFFIDAVIT OF

ITEM NO.




=1 AN Ry

" STATEMENT' BY ‘LICENSED EMBALMER -

. " . 5

’ [ - G c
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
i - .

- . o - . - - -

LY LI ST ' “."l'::. .b;‘ i '-:"“-"‘,'\ '\";.‘ 1".:-‘ ﬂ"'%' "--5""@ POl Q\'.‘;." ' ) ¢
or by ke - hak TN p RS TR, LR ) LN W e Sjudent Embaimer No.

working under my personal supervision.

Student _ Signe??’ ; 7
Signature of Stydent Embalmer /
Licensed Emffalmer Ng/

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated aboye.
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